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Alcoholism  Mortality 

as  a  Problem 
of  Health  Officials 


By  CORA  FRANCES  STODDARD 


[The  alcoholism  mortality  statistics  of  states  used  in  this  article  are  furnished  by  the 
United  States  Census  Bureau.  Statistics  of  cities  came  from  health  departments  of  the  cities. 
The  population  statistics  of  states  employed  are  from  the  United  States  Statistical  Afaatract, 
1926,  p.  8.3 

T^ni:;  discussion  of  alcoholism  mortality  by  the  New  York  State  Health  Commis- 

the  fact  that  health  authorities  are  not  giving  this  cause  of  death  the  atteni/on  by 
preventive  means  which  would  be  given  any  other  cause  of  death  whose  rate  was 
rising. 

In  this  respect,  the  statement  is  significant  because  it  indicates  recognition  of 
death  loss  by  alcohol,  which  rarely  received  attention  from  public  health  officials 
before  prohibition.  From  1901  to  1917,  the  alcoholism  death  rate  averaged  56  per 
million  population,  or  about  the  rate  of  1916  (58  per  million).  Under  national 
prohibition  the  highest  rate  in  any  year  (1926)  has  been  39  per  million.  The 
smaller  proportion  of  people  of  the  United  States  who  now  die  of  alcoholism  are 
no  "deader**  than  those  who  succumbed  between  1901  and  1917,  so  that  honest 
consideration  of  this  health  aspect  of  the  alcohol  problem  by  health  officials  anx- 
ious to  prevent  loss  of  life  is  to  be  welcomed  as  an  evidence  of  keener  appreciation 
of  the  importance  of  this  loss  of  life  than  they  formerly  showed* 


•In  the  New  York  Sun,  January  18,  was  published  an  interview  with  Dr.  Mathias  Nicoll. 

State  Health  Commissioner  of  New  Tortt,  In  which  he  stated  that  an  effort  to  have  alcoholism  con- 
sidered as  a  health  question  to  be  solved  on  a  scientific  basis  was  checked  by  political  considerations  at 
the  1927  Washington  conference  of  health  olBcials.  Because  of  this  situation  he  would  not  renew  this 
«ffort,  althoQsb,  he  stated,  "anything  else  that  was  taking  such  a  toll  of  human  life  would  be  at  once 
the  subieet  of  a  goieral  health  policy.  This  ought  to  be.  The  figures  of  death  are  mounting  continu- 
ously, and  there  are  probably  sereraJ  timee  as  many  deaths  as  are  r^rted." 

The  statement  declared  that  the  situation  of  a  growing  number  of  alooholic  deaths  was  Just  as  bad 
in  dry  states  as  In  wet,  and  In  some  cases  worse;  that  eventually  state  officiate  and  leglBlators  would 
have  to  ignore  the  political  aspects  and  act  as  a  duty  to  the  public.  New  Tort  legislaton  i^roadiod 
concerning  the  matter  agreed  that  something  should  be  done,  but  thought  the  question  "fllled  with 
political  dynamite"  ;  and  the  reaction  among  the  "wets  '  was  that  while  they  had  been  fighting  against 
a  state  enforcement  act,  one  of  the  first  demands  that  would  be  made  upon  them  would  be  the  passage 
of  such  a  measure  as  a  solution  of  the  problem.  '  Others  insisted  that  it  had  not  solved  the  problem  in 
states  where  there  was  an  enforcement  law,"  and  that  "state  health  officers  should  be  empowered  to 
meet  for  general  discussion  of  the  subject  and  thea  gtre  tho  neeenary  state  atd  to  handle  It  in  the 
saM  nawier  as  ar«  epidemics  d  some  disease." 


Some  Background  Facts.  But  in  directing  attention  to  the  rise  of  the  alco- 
holism death  rate  since  the  low  point  of  1920,  it  is  easy  to  cause  misunderstand- 
ing of  the  real  situation  unless  certain  other  facts  are  also  stated.  Unfortunately, 
discussion  of  this  matter  by  some  health  officials  has  seemed  to  court  turning  it 
into  a  political  question  when  they  have  referred  solely  to  tht;  rise  in  the  rate  in 
the  prohibition  years  without  mentioning  these  other  facts.  Some  of  these  facts 
are  the  following: 

1.  There  were  about  16,000  fewer  alcoholism  deaths  in  the  first  seven  prohi- 
bition years  than  there  would  have  been  had  there  prevailed  the  avenge  pre-pro- 
hiUtion  rate  of  the  years  1912-1917.  (Table  I.) 

2.  In  1926,  the  latest  year  for  which  United  States  statistics  are  avdlable, 
there  were  fewer  actual  deaths  from  alcoholism  in  a  registration  area  of  105,- 
000,000  people  than  there  were  in  1916  from  71,000,000  people. 

3.  As  already  stated,  in  the  last  seventeen  normal  pre-prohibition  years,  the 
average  alcoholism  death  rate  was  56  per  million  population;  in  the  last  eight  of 
those  years  it  was  52;  in  1926,  the  rate  was  39,  despite  an  acknowledged  rise 
since  1920. 

4.  It  is  true  that  not  all  alcoholism  deaths  are  reported.  But  they  never 
were.  The  probability  is  that  a  larger  percentage  is  reported  now  than  before 
prohibition  when,  in  many  places,  to  quote  a  Chicago  official  connected  with  the 
cormer's  office,  "It  was  political  suicide  prior  to  the  passage  of  the  Volstead  Act 
for  an  office  holder  in  any  way  to  show  the  evil  of  drinking.  Now,  the  deputy 
tonw^  m'Qikiiag'-crTidea'ie  can  go  into  the  history  of  alcoholism  without  fear  of 
criticism/' 

This  may  be  part  of  the  reason  for  an  increase  in  the  reported  death  rates 
from  alcoholism  since  1920. 

It  suggests,  also,  that  "political"  influence  in  this  health  problem  is  not  new. 

Where  is  Alcoholism  Worst f  If  there  is  to  be  a  campaign  for  reducing  alco- 
holism, it  is  important  to  know  the  strategic  points  where  it  is  most  menacing  and 
increasing  fastest.  What,  to  use  a  familiar  phrase,  are  the  serious  "centers  of 
infection"?  They  are  the  former  wet  states  and  the  great  cities.  Certain  facts 
indicate  this : 

L  The  joint  alcoholism  death  rate  in  1926  of  15  former  non-prohibition 
states  was  4.8;  in  27  former  prdiibttion  states,  it  was  2.5  per  100,000  population. 

These  former  non-prohibition  states  contained  nearly  54  of  each  100  people 
of  the  r^stratioo  area;  they  furnished  67  of  each  100  aloAolic  deaths. 

2.  There  were  23  states  in  1926  whidi  had  less  than  50  aloMic  deaths  each. 
Their  total  population  was  about  two  and  one-half  times  that  of  New  Yoric  state, 
but  they  furnished  a  total  of  only  545  deaths  to  New  Yoric's  788.  Twenty  of 
these  states  had  adopted  state  prohibition  before  the  Eighteenth  Amendment  came 
into  effect. 

Fourteen  of  the  twenty-three  states  had  fewer  than  25  alcoholic  deaths  each. 
Their  combined  population  was  about  equal  to  that  of  New  York.  They  reported 
233  deaths ;  New  York,  788. 
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All  of  the  fourteen  were  prohibition  states  except  two  (Vermont  and  Dela- 
waret  together  furnishing  only  25  aloriioUc  deaths). 

3.  New  York  and  Maryland.  These  two  states  contain  about  12  per  cent 
of  the  populatiwi  of  the  r^stration  area,  but  fumidied  22  per  cent  of  the  alco- 
holic dead  in  1926.  New  York  is  cspcdally  rc^>ondblc;  omtaining  10  per  cent 
of  the  r^istration  area  population,  it  contributed  over  19  per  cent  of  Ac  alco- 
holic dead.  New  York  City,  with  about  5  per  cent  of  the  aforesaid  pqpulaticm, 
contributed  over  18  per  cent  of  tlK  alcoholism  deaAs  in  the  United  States  in 
1926.  Wyoming  and  Rhode  Island  also  have  an  excessive  disproportion  between 
population  and  alcoholism,  but  furnished  only  70  actual  deaths  in  1926. 

It  is  no  wonder  that  Dr.  Nicoll  found  New  York  state  "wet''  politicians 
chary  about  taking  up  the  question  of  checking  alcoholism  mortality  for  fear  it 
would  increase  the  demand  for  a  state  prohibition  enforcement  law. 

4.  There  were  14  states  in  1926  whose  alcoholism  death  rate  was  above  the 
national  average.    Ten  of  them  are  former  non-prohibition  states.   (Table  II.) 

There  were  28  states  at  or  below  the  average  rate;  23  of  them  former  pro- 
hibition states* 

There  were  27  former  prdiibition  states  in  the  registration  area  in  1926; 
11  of  them  had  less  than  half  the  national  alcohohsm  death  rate. 

Of  the  4  prohibition  stetes  exceeding  the  average  rate,  3  (Washington,  Mich- 
igan, and  Florida)  arc  at  points  especially  accessible  to  smuggled  liquor,  while  the 
first  two  ccmtain  two  of  the  twenty  largest  cities  in  the  United  States  (Seattle  and 
Detroit). 


It  is  evident  that  in  general  the  alcoholism  mortality  problem  is  most  serious 
in  the  former  wet  states;  is  below  the  average  in  tfie  former  prohibition  stated. 

5.  The  Great  Cities.  In  1926,  twenty  of  the  lai^t  cities  in  the  registration 
area  contained  about  20  of  each  100  people  in  the  United  States.  But  they  fur- 
nished about  45  of  each  100  alcoholism  deaths.* 

It  is  evident  that  the  largest  part  of  the  alcdiolism  problem  centers  in  the 
former  wet  states  and  in  the  large  cities,  some  of  which  are  in  former  dry  states. 
Michigan  and  Washington,  for  instance,  mentioned  above  among  the  states  hav- 
ing an  alcoholic  death  rate  above  the  national  rate,  are  undoubtedly  affeded  by 
their  large  cities,  Detroit  and  Seattle,  to  both  which  Canadian  liquor  is  easy  of 
access. 

Where  Does  the  AlcohoHsnt  Death  Rate  Rise  Most  Rapidly?  Dr.  Nicoll,  of 
New  York,  drew  attention  again  to  the  fact,  which  has  been  a  stock  anti-prohi- 
bition argument,  that  the  alcoholism  death  rate  has  been  rising  since  1920.  It  is 
true.  It  is  not  a  matter  for  pride.  It  may  very  well  be  given  serious  considera- 
tion by  every  one  who  believes  that  prohibition  is  designed  to  be  a  measure  pro- 
tective of  pubHc  health. 

But  if  activity  of  health  officials  is  to  be  directed  intdfigeotfy  at  the  problem, 
where  is  this  death  rate  rising  most  seriously  ? 

•For  more  than  a  decade  tlie  writer  has  obtained  from  health  officials  of  80  «C  the  24  largest  cities 
In  th«  UaHad  StatM  (i.€„  those  containing  over  300,000  population)  their  annual  statistics  of  deaths 
frttoi  alctfhoilsm.  Whieh  ar»  now  thus  oamiftU«d  for  seventeen  consecutive  years.  1910-1926.  Data  for 
Um  whole  period  are  not  obtainable  troa  the  mSasiu  four  ciUw.  (See  "Alcoholism  MorUUty  in  the 
UatUd  States."  Scnimnc  twrnrmumm  Joouux^  SnuMf.  IMT.i 


The  answer  is :  In  gaieral»  in  the  former  non-prohibiti<Hi  states.  Their  joint 
alcoholism  death  rate  per  100,000  popubtion  in  1920  was  LOS ;  in  1926,  it  was  4£. 
Every  one  of  these  states  except  four  (Vermont,  Mass.,  Louisiana  and  Calif.)  had 
more  than  the  average  percentage  of  increase  from  1920  to  1926.  (Table  IIL) 

The  alcoholic  death  rate  of  the  twenty  former  prohibition  states  in  the  pro- 
hibition area  for  the  whole  period  jointly  increased  from  1.02  per  100,000  popu- 
lation in  1920  to  2.6  in  1926.  Every  one  of  these  increased  less  than  the  average 
for  the  registration  area  (Table  III).  In  nine  states  where  state  prohibition  had 
been  in  effect  for  at  least  four  years  before  national  prohilntion.  the  rate  of  in- 
crease is  smallest,  from  0.8  in  1920  to  1.5  in  1926.  The  twelve  states  of  the  U.  S. 
registration  area  whose  individual  alcoholism  death  rates  increased  since  1920 
more  than  that  of  the  nation  were  Maryland.  Missouri,  Illinois,  New  York,  Rhode 
Island,  New  Jersey,  ^Minnesota,  Delaware.  Connecticut,  Pennsylvania.  Wisconsin, 
and  Kentucky.  None  of  these  had  state  prohibition  laws  when  the  Eighteenth 
Amendment  went  into  effect.  Most  of  them  are  still  recognized  centers  of  pro- 
liquor  activity.  Koitucky  was  the  lowest  of  the  group,  barely  exceeding  the 
average  rate  of  increase,  and  is  the  one  state  of  the  group  which  has  adopted  a 
state  ccmstitutional  prohibition  amendment,  but  it  did  so  after  the  Eif^teenth 
Amendment  was  ratted. 

Maryland,  cme  of  the  two  states  having  no  state  enforcement  law,  leads  this 
group  with  an  increase  in  the  alcoholic  death  rate  since  1920  nearly  four  times 
the  aven^  rate  of  increase*  New  York,  the  other  state  ladcing  a  state  enforce- 
mentjay,  and  Illinois,  dominated  by  wet  Chicago,  !uid  about  double  the  average 
rate  of  increase. 

Twenty-three  states  increased  from  1920  to  1926  at  less  than  the  average  rate 
of  the  registration  area.  All  but  four  of  these  were  former  prohibition  states. 
(Table  III.) 

Eleven  states  showed  less  than  half  the  average  percentage  of  increase  over 
1920;  all  of  them  prohibition  states.  Six  (;f  these  states  showed  only  one-third 
or  less  of  the  average  rate  of  increase.  No  former  non-prohibition  states  were  in 
these  two  groups.   Table  ITT. 

The  former  wet  states  are  either  taking  more  pains  now  to  record  their  alco- 
holism mortality,  or  else  they  have  showed  a  worse  reaction  since  1920  than  most 
of  the  prohibition  states  in  the  registration  area. 

REGISTRATION  STAT£S  OF  1910 

Other  evidence  as  to  where  the  alcoholism  mortality  problem  is  most  serious 
is  to  be  found  in  the  ''R^stration  States  of  1910.''  It  points  agam  to  tiie  ssune 
sections  previously  noted.  There  are  22  states  for  whidi  statistics  are  complete 
f  FCHn  1910  to  1926.  Thdr  joint  alcoholism  death  rate  is  available  and  runs  some- 
what higher  than  that  for  the  whole  registration  area^  which  probably  includes  a 
smaller  proportion  of  urban  population.  This  1910  R^stration  States'  rate  also 
is  not  affected  by  the  adding  of  new  states  many  of  which  of  recent  years  have 
been  former  prohibition  states  with  lower  alcoholism  death  rates. 

Table  IV  presents  these  states  in  4  years:  1910.  when  only  two  states  had 
prohibition;  1916,  about  the  beginning  of  the  increase  in  prohibition  states  and 
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including  four  prohibition  states;  1920.  the  first  year  of  national  prohibition;  and 
1926,  the  last  year  for  which  data  are  available. 

The  number  of  states  having  excessive  alcoholism  mortality  decreased  fn»n 
11  in  1910  to  8  in  1916  and  1920  and  to  only  6  in  1926.  Only  one  of  these  6  in 
1926  is  a  former  prohibition  state.  Rhode  Island  and  Massachusetts  appear  in 
the  «cessive  group  at  all  four  periods ;  New  York  in  three  of  them  and  at  the 
aven^  rate  in  1920.  Maryland,  Pennsylvania  and  Michigan  have  achieved  the 
unhappy  di^cti<Hi  of  rismg  from  rates  below  the  average  to  this  excessive 
group.  Mtch^  is  the  only  prohitntimi  state  in  this  group  in  1926,  but  ranks 
lowest  in  it,  by  only  0.1  above  Ac  avoage.  It  is  a^Murent  from  all  the  st^istics 
that  the  alcoholism  mortality  situation  in  Mic^^  as  a  prolubition  state  is  not 
satisfactory  owing  perhaps  to  its  large  city,  Detroit,  on  the  Canadian  border.  The 
six  states  in  this  excessive  group  in  1920  carried  30  per  cent  of  the  registraticHi 
area  population,  and  produced  45  per  cent  of  the  alcoholic  dead  reported. 

What  of  the  prohibition  states?  (Table  IV.)  In  1910  there  were  but  2 
among  the  r^straticm  states,  Maine  and  the  cities  of  North  Carolina,  but  their 
rates  vfere  the  lowest  on  the  list. 

In  1916,  there  were  four  pr<4ubiticm  states  in  the  group,  all  ranking  among 
the  lowest  six  of  the  list.  Again  two  prohibition  states  had  the  lowest  rate. 

In  1920,  rates  in  all  states  greatly  decreased  with  national  prohibition.  In 
some  of  the  former  non-prohibition  states,  the  fall  was  so  especially  sharp  that 
they  ranked  lower  in  1920  than  several  of  the  prohibition  states  wheic  a  ciiauge- 
had  already  taken  place.  Nevertheless,  of  the  now  11  states  under  state  prohi- 
bition, 6  were  at  the  average  rate  or  below  it,  and  again  two  prohibition  states 
were  at  the  bottom  of  the  list,  one  of  them,  Colorado,  having  been  near  the  top 
in  1910. 

In  1926,  as  already  noted,  only  one  prohibition  state  appears  among  the  six 
with  eccesdve  rates;  10  are  below  the  average  and  6  had  the  lowest  rank  of  the 
whole  22  states  of  the  group. 

None  of  the  prohiluticm  states  now  below  the  average  rate  have  as  hij^  a 
rate  as  in  1910  or  in  1916  except  for  a  small  increase  over  1916  in  North  Caro- 
lina ;  also  in  Washington  where  1916  was  the  first  state  pr<Aibition  year.  Here 
we  have,  perhaps,  the  combined  effort  of  a  large  city  and  that  accessible  to  liquor 
from  the  Canadian  provinces. 

The  rise  since  1920  has  been  faster  in  the  twenty  big  cities  than  in  the  re- 
mainder of  the  nation.  In  the  first  year  after  the  Eighteenth  Amendment  went 
into  effect  (1921)  the  alcoholism  death  rate  both  in  these  big  cities  and  in  the  rest 
of  the  population  increased  between  40  and  50  per  cent.  But  since  1921  the  com- 
bined rate  of  tfic  20  cities  rose  from  2.7  in  1921  to  8.46  in  1926  (trebling).  In 
the  rest  of  the  country,  tiie  rate  rose  only  from  L5  in  1921  to  27  in  1926  (not 
quite  doublii^)- 

It  appears,  therefore,  that  both  in  alcoholism  death  rates  and  in  deatfi  rate 
increase,  the  problem  centers  chiefly  in  former  wet  states  and  in  the  great  cities. 
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Cirrhosis  of  the  Liver,  Liver  cirrhosis  death  rates  are  commonly  regarded 
indicative  of  the  extent  of  chronic  alcoholism,  though  not  all  cases  are  alcoholic. 
The  physician  recently  given  publicity  in  the  daily  press  as  saying  that  65,000 
alcoholic  deaths  had  occurred  under  prohibition*  had  to  include  every  reported 
death  from  cirrhosis  of  the  liver  in  order  to  get  this  figure.  Chicago  at  the  pres- 
ent time  reports  almost  one-fourth  of  its  liver  cirrhosis  deaths  as  alcoholic.  If 
this  is  at  all  accun^,  it  would  reduce  the  aforesaid  physician's  story  by  about 
30,00a 

However  Aat  may  be,  thm  were  38»000  fewer  deaths  frcmi  cirrhosis  of  the 
liver  in  the  iir^  seven  prohibiticm  years  than  there  would  have  beoi  at  the  average 

pre-prohibition  rate,  (Table  I.) 

The  liver  cirrhosis  death  rate  in  the  United  States  showed  a  downward  trend 
beginning  with  1912,  but  a  sharp  decline  began  with  the  war  restrictions  on  liquor. 
The  lowest  point  was  reached  with  national  prohibition  in  1920  with  a  rate  of 
7.1  per  100,000.  The  average  rate  bad  been  13  in  the  pre-prohibition  years  1910- 
1917. 

In  1926  the  rate  was  only  7.2  after  some  minor  variations  up  and  down  since 
1920,  bat  it  has  never  been  hosier  under  prohibition  than  7.5.  Sixteen  states  in 
the  r^istratioii  area  had  a  lower  rate  in  1^  than  in  1920;  17  had  a  lower  rate 
tlttD  the  average  rate  of  the  whde  period  192&-1926;  21  states  had  tiie  same  rate 
or  a  rate  lower  tlon  that  of  19£S. 

In  the  12jtates^showing  a  higher  rate  in  1926  than  for  the  whole  prohibitioa 
"penod  the  excess  was  small,  and  in  several  of  these  states  the  1926  rate  was 
lower  than  that  of  1925. 

The  liver  cirrhosis  death  rate,  therefore,  has  remained  practically  stationary 
around  the  low  level  of  1920;  it  shows  little  if  any  indication  of  rising  and  some 
indications  of  declining  further.  The  alcoholic  factor  has  not  all  been  "squeezed 
out"  yet,  as  appears  from  Chicago's  reports,  but  the  relative  stability  of  the  liver 
cirrhosis  death  rate  under  prohibition  suggests  that  there  may  have  been  in  this 
period  less  of  the  steady  heavy  drinking  leading  to  this  chronic  disease,  while  the 
alcc^olism  death-rates  may  reflect  the  result  of  acute  alcoholism  following  drink- 
ing bouts.  Thus  there  ni^ght  easily  be  an  increase  ol  deaths  from  alcoholism  co- 
incident with  a  decrease  in  steady  heavy  driiddng. 

The  Lives  That  Might  Have  Been  Sailed.  Attention  has  aheady  been  called 
to  tl»  fact  that  there  have  been  about  16,000  fewer  dbtths  from  direct  akdiofism 
under  prohibition  than  there  would  have  been  had  pre-prohibition  death  rates 
prevailed. 

It  is  equally  important  to  realize  that  about  12,000  alcoholism  deaths  have 
occurred  that  need  not,  had  the  low  rate  of  1920  continued.  (Table  1.) 

Sowing  the  Wind,  The  centers  of  serious  increase,  chiefly  in  the  states  known 
as  "wet"  strongholds  and  the  great  cities,  are  especially  reaping  in  alcoholic  dead 
the  fruits  of  vociferous  support  of  liquor  and  the  liquor  traffic  which  has  en- 
couraged indulgence  in  alcoholic  beverages  with  the  fatal  consequences  observed 

•OtaHw  A.  L.  B«aS»  lf.O.  Popslor  Md^mm  JTontMll!*  Snmn,  ISSS. 
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The  former  prohibition  states  have  not  escaped  effect  of  this  pro-liquor  activity 

within  and  without  their  borders,  but  it  is  evident  that  the  worst  of  the  problem 
to  be  dealt  with  is  considerably  localized  in  certain  states  mostly  previously  wet 
states  and  great  cities.  If  they  do  their  part  in  dealing  with  it  the  rest  of  the 
country  will  follow. 

What  Health  Departments  Can  Do.  Fortunately  it  is  in  these  states  and 
cities^  general^  ^>eakii%,  that  health  departments  are  best  organized  and  have 
facilities  for  preventive  educational  work  if  they  dioose  to  use  them.  Unques- 
tiooat^  stronger  enf<H*cemeitt  of  good  state  prohibition  enforcement  laws  would 
hd^  just  as  good  enforcement  of  any  sanitation  law  or  regulation  helps  protect 
health.  But  this  particular  problem  is  one  of  educatkm — the  increasing  of  knowl- 
edge as  to  health  dangers  in  using  alcoholic  liquors  and  the  changing  of  pub- 
lic psychology  toward  the  liquor  habit  and  the  would-be  protective  prohibition 
laws.  This  can  be  done  by  exactly  the  same  kind  of  educational  program  that  the 
health  departments  use  in  reducing  other  diseases.  If  the  facilities  and  abilities 
of  public  health  officials  are  once  turned  constructively  to  solving  this  problem 
they  can  do  it»  and  can  ultinu^y  check  and  reduce  to  a  lower  point  Amaican 
alcdKdtc  mortality. 

Uttfortunaldy,  eig^t  years  have  been  lost  It  will  take  some  time  now  to 
Gverccmie  the  result  of  these  eight  years  of  not  only  negative  n^lect  by  headtii 
departmmts  but  of  the  po^ve  ridicule  of  prohilution  and  of  abstinaK^  whicb 
has  been  popular  in  senile  <{uai1^.'~  " —  —  — 

This  ridicule  and  insistence  on  personal  right  to  drink  have  encouraged  drink- 
ing and  have  thus  prevented  the  reaping  of  the  full  fruits  of  sobriety  which  1920 
showed  was  possible.  Some  young  drinkers  have  been  encouraged  by  this  pro- 
alcohol  social  atmosphere  to  begin  a  drink  habit  that  will  unduly  prolong  the 
years  of  alcoholism  death  losses. 

Some  Things  Needed.  This  preventive  campaign  by  health  officials  should 
not  waste  itself  on  merely  showing  the  unfavorable  trend  during  the  prohibition 
years  without  showing  any  of  the  actual  gains  made.  Both  sets  of  facts  can  be 
told, — ^the  one  as  warning ;  the  other,  as  incentive. 

The  health  officials'  preventive  campaign  must  do  more  than  warn  against 
^bad"  liquor.  Every  liquor  buyer  has  confidence  in  "his"  booti^ger.  There 
were  in  pre-prcdiibition  years  higher  alcoholism  death-rates  when  over  175,000 
saloons  vrtte  openly  sdUii^  stsqpposedly  "good"  liquor. 

Has  not  the  tune  come  for  public  health  dqiartments  to  insert  themsdves 
and  go  to  the  public  with  a  omstructive  educational  jdan  for  preventing  alco- 
holism, tdling  the  pe(q>le  the  health  dangers  in  alcoholic  liquors  and  encourag- 
ing sobriety,  just  as  tfiey  proceed  with  educational  plans  for  reducing  tubercu- 
losis, typhoid  fever,  cancer  or  venereal  disease? 

Incidentally,  they  might  profitably  strengthen  the  instruction  legally  required 
in  the  public  schools  as  to  the  nature  and  elTects  of  alcoholic  beverages,  and  so 
help  prevent  the  alcoholic  indulgence  that  culminates  in  alcoholic  mortality. 

This  alcohohsm  mortality  problem  is  not  now  a  question  of  more  law.  The 
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law  now  offers  protection.  Action  is  up  to  the  individual.  It  is  a  question  of 
I^akh  dependii^  cm  indtvidtuU  knowle^  and  dunce.  N<^x>dy  need  die  of  alco- 
holism. It  is  more  easily  av<»ded  than  tuberculosis  cf  smallpox,  and  within  m- 
dividual  ded^cm,  as  cancer  certainly  is  not. 

"The  death  rate  fnnn  alcolH>lism /'  the  Massachusetts  Health  Qxnmissioner 
has  sensibly  said,  "can  be  reduced  most  effectively  if  the  public  voluntarily  re- 
duces the  drinking  of  intoxicating  liquor." 

No  health  commissioner  needs  to  wait  on  legislation  or  conference  with  other 
states  before  entering  on  this  effort  to  check  alcoholism.  States  like  New  York 
and  Maryland  which  have  insisted  on  state  independence  in  the  matter  of  en- 
forcement of  the  Eighteenth  Amendment,  which  was  designed  to  protect  the 
public  against  alcoholism,  have  a  chance  now^  to  demonstrate  that  they  can  through 
independent  educational  action  by  health  officials,  cut  down  their  very  seriously 
mounting  alcoholism  death  rate. 

Takjl  L  Axjoobolsbm  as  It  Is  and  ab  It  Might  Have  Bzmb  Umn  KATiosija.  Pioannoii 

U.  S.  Rbgistbation  Area 


WHAT  THEEE  WOULD 

WHAT  THmtE 

HAVE  BEEN  AT  THE 

MIGHT  HAVE 

AVnUM  m-PBOHI- 

BKC  HAD  1920 

ACTUAL  DEATHS 

UfKHTBATE,  1912-1917 

BATE  CONTiMVD 

1920 

900 

4,562 

900 

1921 

1,611 

4,624 

889 

1922 

2,467 

4,862 

905 

1923 

3.148 

972 

1924 

3,155 

5,149 

990 

1925 

8^694 

5,991 

1,031 

1926 

4,109 

5^ 

1,061 

19^ 

35,080 

6,738 

19,084 

Gain  15,990 

IiOM  by  deliberate  drinking  and  law  violati<m  12,346 

Aeloaldeatlu  19,094 

CnoaiosiB  or  tmb  Liver 


1920 

6,241 

11,406 

6,241 

1021 

6,598 

11,560 

6,914 

1922 

6,977 

12,156 

6,639 

1923 

7,027 

12,643 

6,905 

1924 

7,344 

12,873 

7,081 

1925 

7,544 

18,408 

7^ 

1926 

7,591 

18,972 

7,407 

49^ 

87,713 

48,517 

49,322 

Gain  38,391 

Variation  from  what  would  have  been  at  1920  rate  806 
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Table  II.  Alcoholibu  Mo&tality  in  Statbb  or  Bamrmhxum  Abea 


1910 

Mont  14.7 

Wash  12.8 

Calif  8.7 

Conn  7.7 

OoL  7.4 

D.  C.   6.6 

N.  Y.  M 

Mass  6.4 

N.  J  M 

R.  1  5.9 

N.  H  5.8 


iR.  A  S4 


Minn  5.1 

Utah  4.8 

Md  4.5 

Wis  4.4 

Pa  4,1 

Ohio    4.0 

Vt.   8.9 

Mkk.  .  .....  8.6 

Tnd  8^ 

*Me  2.8 

*N.  C  2.8 


1916 

Mont  17.7 

R.  I.  8.9 

Conn   8.2 

N.  Y   8.2 

Maw.  .  .....  8.2 

D.  C.   7.8 

N.  H.   7.8 

Mich   7.1 

N.  J   6.6 

Calif   6.6 

Ohio    6.3 

Penn   6.0 


Wla.   5.9 

Md  5.5 

Utah  5^ 

Ind.  5.1 

Me  6.1 

Minn  4.3 

Mo  3.2 

Ky  

*Oilo   8j9 

Vt  ts 

•Waah.  2^ 

Va.  2.7 

•Kan  2.2 

•N.  a   1.3 

8.  C.   1,2 


1920 

•Wash  2.6 

*Fla   1.9 

•Mont  1.8 

Mass  1.8 

•N.  H.  1.8 

♦Ore.   1.6 

•Mi^   1.5 

Vt  1.4 

R.  L   1.3 

•Me   1,3 

N.  Y   1.2 

Pa  1.2 

•Ohio    1.2 

•Utah   1.1 

•D.  C.   1.1 

R.  A   J.O 

Calif   1.0 

Conn   1.0 

•N.  C   1.0 

IM.  ..0.9 

N.  J.   0.9 

•Tenn.    0.9 

Wa.  .  r..-: ..  t).6 

Minn.    0.8 

•Va   0.8 

111   0.7 

•Md.   0.7 

•0(^.   0.7 

•Kaa.   0.7 

•Ind.   0.5 

La   0.5 

•Xeb   0.5 

*S.  C   0.5 

Mo   0.4 

•Kj.    0.4 

•Min.   0.3 


1929 

•Wyo   8.9 

Md  7.6 

R.  1   7.1 

N.  Y   7.0 

•FU   6.8 

Maaa.  9.4 

DeL   5j9 

Pa.    5.0 

•Mich   4.8 

Til   4.7 

X.  J   4.6 

Conn   4.2 

•Wash.   4.1 

IQaa.   4j9 

R.  A   S.9 

*Moiit.    8J» 


•Idaho    3.8 

•(Wo    8.4 

Calif.    $S 

Wis   3.2 

Vt   3.1 

•N.  H   3.1 

*W.  Va   3.1 

•Ore  2.9 

•D.  C.   2.7 

•Utah   2.5 

•Aria.   2.6 

•Me   2.5 

•Colo   2.3 

•Iowa    2.1 

•N.  D   1.9 

La   1.8 

•Ala.   IM 

•Ind.   IM 

•Kan   1^ 

•N.  C   1.8 

•Ky   1.5 

•Tenn   1.5 

•Va   1.5 

•Neb   1.4 

•S.  C   1.1 

•Mka.   M 


*Sut6  prohibition. 
tiUairtratloa  ana 

9 


i 


Table  II  differs  from  Table  I\'  in  that  llie  latt?r  includes  only  states  all  of  which  have 
been  registration  states  in  the  whole  period  1910-1926  or  longer. 

The  registration  area  has  been  considerably  enlarged  by  the  addition  of  states  from  time 
to  time,  mad  many  of  thaw  w«re  sUtea  adopting  prohlbiyoiL  It  ooaUined  in  1926  about  105, 
000,000  of  tlM  1 17,0OM0O  popolayoK  of  Urn  VjMtA  StslM. 

The  sharp  decrease  in  1020  waa  ao  great  te  mmmj  of  the  pmknudjr  wet  states  that  mmt 
of  the  prohibition  states  which  had  previously  had  their  rate  lowered  by  state  |Hroi^^tioB  were 
less  affected  and  so  became  a  part  of  the  list  with  the  rate  above  the  average. 

By  1926,  although  there  has  been  some  increase  again  in  all  states,  the  addition  to  the 
registration  area  of  several  former  prohibition  states,  three-quarters  of  which  had  a  relatively 
low  rate,  and  the  special  reaction  in  the  former  "wet"  states  gives  the  latter  preponderance 
again  in  the  group  of  ezeeeaive  death  rates. 

In  Tables  II»  m,  and  IV  and  in  the  tact  tiM  Dktriet  9i  (khxmiAm  for  mnreaieiit  brerity 
is  referred  to  as  a  state,  altlioa^  techiiically  asi  sac^  Its  SMMrtallty  rates,  boweven  are  im- 
ported with  those  of  the  states. 

North  Carolina  rates  for  1910  inelude  only  muaieipalitaea  of  1,000  w  wm. 


Stateb  Rahkicd  bt  Bar  ov  Ih 

more  thaiv^  ateraob 

PERCENTAGE  09  mCBBaBB 

1.  Maryland 

2.  Missouri 

3.  Illinois 

4.  New  York 

5.  Bhode  Islud 


Table  IU 
nr 


7.  Miaaeflota 

8.  Delaware 

9.  Connecticut 

10.  Pennsylvania 

11.  Wisconsin 

12.  tKratncky  (1920) 


MoBTAUTT  Rates  Snroa  1020 

LESS  THAR  JUUT  THE  ATERAOB 

PERCENTAGE  OF  INOnUJW 

23.  *Utah  (1917) 

24.  Vermont 

25.  *South  Carolina  (1916) 
20.  'Mmitaaa  (1019) 

27.  niaiae  (1808) 


LEB8  THAN  ATEEAOE 

PERCENTACn  QT  TKCUUM 

13.  (  Txiuisiana 

I  •Indiana  (1918) 

14.  Massachusetts 

16.  *F!orida  (1019) 
10.  *Golorado  (1010) 

17.  f  CaUlomia 

]  •Michigan  (191R) 

18.  "Mississippi  (1909) 

19.  *Ohio  (1919) 

20.  "Nebraska  (1917) 

21.  'Kaaaas  (1881) 

22.  'District  of  Cohiaiya  (1M7) 


liBBS  THAN  ONE-THIRD  THE  AVERAOK 
PERCENTAGE  OF  INCRCASB 

28.  *Virginia  (1916) 

29,  •Oregon  (1916) 

80.  *Korth  Carolina  (1909) 

81.  •Vvw  Haaipshire,  (If  18) 

82.  ^TtoaessBS  (ItOO) 
88.  "Waddictoa  (1918) 


•ProhfUtion  sUtes.  State  pnAibitlon  effective  with  year  gir«a  la  pariath<sie.  ProUMtlea  states 
adBitted  to  rcdatratioii  area  siaee  1920  not  laoladed  in  this  list 

t  State  pnAlUtloB  not  effeetire  aatU  six  moBtfes  aftsr  aatleaal  eMStttttUeaal  pnatMttea. 
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TAaul  IV.  Bamnaxmr  Buam  or  I8I81,  Msamaam  nmam  Basps 


1810 

lil8 

19M 

» 

1808 

Moat.  .... 

. .  14.7 

..17.7 

•Wash.  ... 

...  2M 

Md.  . 

..  7.8 

WaA  .... 

12.S 

R.  I. 

8.9 

*Mont.  ... 

...  1.8 

R.  I  

7.1 

Calif  

,  8.7 

8.2 

Mass.  . . . 

...  1.8 

N.  Y.  . 

7.0 

.  7.7 

N.  Y  

. .  8.2 

*N.  H.  .  . . 

...1.8 

Mass.  ,  .. 

.  6.4 

Col  

.  .  7.4 

8.2 

*Mich.  .  . . 

.  .  1J5 

Pa  

. .  5.0 

D.  C  

6.6 

D.  C  

. .  7.8 

Vt  

...  1.4 

•Mich  

..  4.8 

IT.  >  > .  ■ 

..  8.8 

..  7 J 

R.  L  

...1.3 

Mass.  .... 

8.4 

Midi.  .  .  . 

7.1 

•Ife.   

...14 

•  ■  ■  •  * 

..  8.0 

R.  I  

5.9 

N.  H.  .  , 

.  .  5.8 

t-A.   

5.5 

R.  8  

..  6.6* 

R.  8  

...  US 

N.  J  

.  .  6.0 

N.  Y.  .  . . 

...1.2 

CaUf.  . 

,  6.6 

Pa  

1.2 

*Ohio 

1.2 

.  6.1 

Ohio   

8.3 

•Utah.  ... 

1.1 

N.  J.  . . 

..  4.8 

Utah  

.  8j0 

•D.  C  

.   .  1.1 

..  4S 

Md.   

4.5 

5.6 

Calif.  ... 

...  1.0 

. .  4.1 

Wis.   

Md  

. .  5.5 

1.0 

.  .  4.0 

Pa  

4.1 

Utah   

5.2 

•N.  C.  . 

•Mont.  , 

. .  3  J) 

Ohio 

4.0 

Ind  

5.1 

•Ohio 

3.4 

VU  

.  3.9 

•Me  

5.1 

Wis  

0.8 

Wla 

3.2 

Midi.   

..  8.8 

MIbb.  .  , 

..  4.3 

..r«  Calif:  — 

Ind. 

3.3 

•Col.  . 

Md.  .., 

.7  3.2 

•Me  

. .  2.8 

vt  

2.8 

*CoL  . 

...  8.7 

..  8.1 

2.8 

•lad.  

...  8.5 

•D.  C. 

..  2.7 

•N.  C.  ,  , 

..  1.3 

•Utah 

•Me  U 

•Col  2.3 

•lad.   1.8 

•N.  C.   1.8 


B*on^D  c^^aad  c  ^^^^^  shows  dates  at  «hicb  state  laws  Irinsis  effectlTS.  See  T^le  II  fer 
fa.  S.  AioohoUsm  death  rate  ot  rtaMratle^  etatw  e(  181t. 


